level, one must still question why African American men have a 23% greater adjusted risk of death after surgical treatment, a therapy that is generally unavailable to the elderly population and those with significant comorbidities.
Also disturbing were the observations that a higher proportion of African Americans (38%) than Caucasians (27%) underwent non-aggressive treatments and that a smaller proportion of African Americans (24%) than Caucasians (33%) were treated with very aggressive therapy (i.e., surgery). These results are surprising because, when compared with Caucasians, a larger proportion of African Americans were less than 70 years of age (37% versus 34%) and were treated in the more recent era of widespread PSA use (59% versus 51%). These findings may relate to population differences in overall health, but it is important to consider possible reasons why African American men may be offered or select less aggressive therapies.
The main treatment decision variables for localized prostate cancer patients who opt for external radiotherapy, brachytherapy, or watchful waiting are the desire for less invasive therapy and few resultant side effects (2) . In men who opt for surgery the overwhelming concern is cancer cure, although in many cases the treatment is pursued because of previous experiences of family and friends (2) . Although treatment choice may be influenced by age, race, cancer risk group, and comorbidity (3), physician recommendation remains the most influential factor in treatment decision making (2). The treatment patterns described by Godley et al. (1) may, therefore, be greatly influenced by the lack of consensus of the best treatment strategy for African Americans or Caucasians with localized disease and also the common misconceptions about the quality of life after treatment delivery (1). The authors posed several interesting theories about racial disparities in treatment planning and survival but did not mention an ongoing trial that may ultimately clarify some of their findings.
This trial, the SPIRIT trial, is a randomized study of radical prostatectomy versus brachytherapy for patients with T1c or T2aN0M0 prostate cancer. The study, developed by the American College of Surgeons Oncology Group (ACOSOG) and supported by the Na-tional Cancer Institute, is open at 37 centers around the United States and Canada. Its endpoints include overall, metastasis-free, and symptom-free survival as well as treatment-related side effects. A companion study will directly compare health-related quality of life of patients undergoing the two treatments. The trial has a projected accrual of 436 African American participants (22%) out of the total anticipated accrual of 1980 men. Both studies are of particular interest for the African American community, because a prospective study of this size may elucidate treatment-related survival discrepancy, if one exists. A clarification of survival benefit from the two modalities will also permit better treatment recommendations by physicians. Likewise, careful documentation of side effects and quality of life, particularly in the subset of African American men, may provide the tools for patients to make better treatment choices. As of December 1, 2003, the study had accrued 48 patients, including three African Americans. To attain the projected goal of African American participants in this study, enthusiastic support will be required from all physicians who have access to African American populations. The Special Populations Committee of ACOSOG strongly urges clinicians to discuss this trial with their patients.
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